mechanical structure by surgery. Aging involves a variety of tissues and causes, which is a dynamic and continuous process. 9 Examples of these causes are bone remodeling, atrophy of the fat chamber, displacement of the muscle origin, relaxation of the supporting ligaments, gravitational drooping of the soft tissue, and weakening of the skin. All of these causes and factors are correlated with each other. In our study, we fixed the periosteal surface of the muscle, fat pad, and the skin as a whole to firm the pedestal of anterior orbital soft tissue. Tear trough ligament and arcus marginalis were released and external palpebral ligament was fastened. All of these procedures can not only achieve to the rejuvenation of lower eyelid-cheek junction but also solve complications like lower eyelid ectropion and empty eyelids.
| ME THODS AND PATIENTS
A total of 103 patients came to our department to receive lower eyelid-cheek junction rejuvenation surgery from September 2014 to September 2017. Ages ranged from 35 to 60 years old.
Of these patients, 17 were male and 86 were female. A total of 55 patients received his or her first cosmetic surgery while 28 patients had once received other cosmetic surgeries on their eyelids and 20 patients received hyaluronic acid or fat injection before.
This procedure can be performed under local anesthesia or general anesthesia. The eyelids and the middle cheek were anesthetized with a mixture of 10 cc of 1% ropivacaine, 10 cc of 1% lidocaine and 0.4 cc of 1:1000 epinephrine. In the lower eyelid, a total of 4-5 cc of local anesthetic is infiltrated into the middle and lateral iliac crest.
After the subcutaneous incision, only the skin flap is lifted. The skin rises from the orbicularis muscle to approximately 1 cm below the midline of the pupil and approximately 1.5 cm below the lateral corner of the eye. This is to provide an important orbicularis cuff as a handle on which the middle portion is raised and facilitates subsequent skin retraining and removal as the cheeks are raised. At approximately the level of the outer c, the orbicularis oculi muscle is attached to the skin hook and then creates a window of burnt cavities in the muscle. The blunt sputum cutting scissors are then introduced into the lower orbicularis muscle plane and the anterior septum space is opened by the gentle deployment of the blades.
The orbicularis muscle is then lifted and burnt to a level approximately at the medial edge of the pupil to ensure that the front rim of the eye is retained approximately 5-7 mm. ( Figure 1A ) The anterior septum space is a nonbleeding plane that can be fully developed directly, with the tip of the cotton to its border, which is the orbicularis muscle originating from the medial side, while the rim muscle retaining the ligament more laterally. Above the maxilla, the origin of the orbicularis muscle (the orbital and orbital portion of the orbi- Therefore, seeing this nerve will herald the entry into the prezygomatic space and completely release the orbicularis muscle that retains the ligament. More laterally, the orbital retention ligament continues to thicken as a lateral condyle, and the lower portion, up to the level of the outer c, needs to be released to allow the middle cheek to rise freely. In this version, the upward traction of the F I G U R E 1 Surgery procedure of lower eyelid-cheek junction rejuvenation. Improvement were delineated and scored in different aspects after 6-12 mo after the surgery by both patients as well as his or her friends or relations and the doctors 
| Case report

| Case1
A 43-year-old female patient had a history of bilateral congenital ptosis surgery 10 years before. She received a combination of bilateral ptosis repair surgery, bilateral face lift surgery and orbital fat replacement plus orbital septum plasty. Relaxation of bilateral lower eyelid skin, unclear uplift of bilateral tarsus frontal orbicular muscle, partial bulging on bilateral lower eyelid, depression of tear trough and a deep nasolabial fold could be seen on her face before the surgery. Disappearing pouch, much unconspisuous tear trough and nasolabial fold and shorter lower eyelid and smooth eyelid-cheek junction can be seen on her face seven months after the surgery.
| Case2
A Rejuvenation of lower eyelid-cheek junction should not be a mere repair of local parts but be to restore the patient's anatomy at a young age. Firstly, this requires both the patient and the doctor to figure out their mutual aim to help the patient to recover the anatomical structure when the patient was young. Secondly, the best surgical plan is a systematic task that requires a solid foundation of skills, a well-organized framework, and great deal of patience.
| D ISCUSS I ON
At first, the operation needs to regain the stable and plump cheeks as the foundation of eyelid, which is then lifted and fixed One safe and widely used approach is catgut pulling surgery in medial subcutaneous fat pad of the midface, are located between skin and SMAS layer and connected tightly to skin but loosely to SMAS. One of the features of the medial subcutaneous fat pad of the midface is that it has more horizontal dense fibers that have good internal motility. When it is pulled vertically, the fiber will become loose and the fiber distance increases. 16 Deep cause of form of lacrimal groove is uneven absorption of the maxilla resulting in that the bottom of the groove where the ligament is attached deepens and empties. 18 A thorough break-up between bone structure and tissues is important in the surgery. Separation should be perpendicular to the bone surface and blunt as well, particularly when it's close to the suborbital neurovascular bundle, in order to "pull up" the attached muscle and connective tissue nearby. Such an operation loosens the sleeve structure of the neurovascular bundle in the lower orbit, so lifting could be completed without entanglement. Medially, the release should not extend where the angular nerve which innervates the inner canthal orbicularis, glabella, and procerus. The angular nerve, angular artery, and vein also become very closely associated with the tear trough ligament and are at risk of injury. 19 After the releasing of the lacrimal groove and orbicularis retaining ligament, the soft tissue was able to push on as a whole and its upper orbicularis increases short longitudinal diameter by increasing thickness. Tears ditch sag has quite part of cases has been settled. For those patients who have unsatisfied volume of fat, fat grafting could a good choice.
Remodeling of orbital septum is to strengthen. The anterior wall of orbital fat is a kind of tissue of resilience like surgical patch, which is sutured to the margin of the bony orbital rim and can act as solid foundation of the skin, orbicular oculi muscle and tarsus. Besides, it helps to eliminate the orbital bone contour. Management of orbital fat should be decided before the surgery. Usually we adapt Hamra's approach, 20 which is according to anatomic relationship of the zygomatic, orbital fat and the eyeball.
We tightened along the direction of the tarsal extension with an immediate purpose of restoring the upward carrying and inward en- In addition, a narrow and chubby pretarsal fullness is considered a characteristic of attractiveness and youthfulness.
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